In the enteric fever of temperate climates, the symptoms are usually well-marked ami characteristic. In tropical countries, however, the disease is constantly modified by the action of malaria and other climatic influences.
On this account we often find that some, many, or even all, the pathognomonic symptoms of enteric fever are absent; and yet at the postmortem examination extensive and characteristic ulcerations of Peyer's Patches are found.
As there is no other disease in which an accurate diagnosis is so essential to successful treatment, a careful study of the symptoms of tropical enteric fever is of great importance. I shall, therefore, try to show in what way the symptoms of typhoid fever in the tropics differ from those of the disease as seen in temperate climates; and shall give notes of some cases which illustrate the difficulty often experienced in its diagnosis. In the majority of cases of tropical enteric fever, the onset is very sudden, and is ushered in by a more or less marked chill; in some cases by a distinct rigor. In others, the patieuts feel out of sorts for two or three days before they report sick.
The gradual indefinite onset, however, which is so suggestive of the disease in temperate climates, is rarely seen in India. Precedent epistaxis, although common in temperate climates, is rare in the tropics. The colour of the face is also peculiar.
Instead of the clear complexion and bright malar flush, which are usual in enteric fever at home, we get a deep dusky flush of the whole face. The eyes also are usually suffused, and the expression is dull and heavy. Indeed in a large proportion of the cases, the facial expression and appearance of the patient are very similar to what is seen in typhus fever. Even in the tropics the pupils are dilated, except when severe head complications exist.
Wunderlick and Murchison stated that enteric fever would be excluded from the diagnosis by a temperature approaching normal during any morning of the first week, or by a temperature of 104 on the first or second day of the illness. TV ere this rule applied to Indian typhoid fever, it would exclude more than 50 per ceut. of the cases that occur. It is not uncommon in the hot weather to see cases in which the temperature on the first evening of observation reaches 104? or more; while in a large propor-tion, Hie temperature is intermittent for two or three days. The regular daily rise of about 1?
ill the temperature, which is so characteristic of enteric fever in Europe, is a rare exception in India. The temperature on the first evening of observation may be the highest readied throughout the attack. During the first ten days the morning remission is much less marked iu the tropics ; and may even be entirely absent, the temperature remaining stationary for several days. The latter is always a grave sign. The maximum temperature may be reached at noon, instead of in the evening. It is well, therefore, to have the temperature taken at least three times a day. In tropical enteric fever, the temperature frequently declines about the seventh, fourteenth, and twenty-first days, so that the chart presents three distinct arches.
This appearance of the chart is peculiar to enteric fever. When complications exist, the decline of temperature about the fourteenth day does not occur. When the case terminates in recovery, the temperature always becomes intermittent during the last week of the disease. It is probable that in some mild cases the temperature may even remain intermittent throughout the whole attack. At least I have seen cases iu which there were rose-coloured spots, tenderness and gurgling in the right iliac fossa, slight tympanitis, and diarrhoea with an intermittent temperature which lasted for about fourteen days. Hyperpyrexia is much more frequent in the tropics.
It is evident, therefore, that the course of the temperature cannot be relied on in diagnosis, and that we have to depend chiefly on the duration of the fever.
In India the rose-coloured rash of typhoid fever is absent in a large proportion of cases ; and, even when present, it is often difficult to recognise owing to the frequency of " prickly heat" and other skin eruptions. When present, its appearauce may be delayed to the fourteenth day or even longer.
On the other hand, sudamina are very frequently seen, but they are of little diagnostic value. I have never been able to detect taches blenatres in Indian typhoid fever. One of the most striking peculiarities of tropical enteric fever is the comparatively slow rate of the pulse. It rarely exceeds 100 per minute, and in the gravest cases may be little above normal. This is probably due to the depressing effect which the superadded malarial poison has on the heart. Hie diurnal variation in the pulse rate is also much less than in temperate climates. Thus, in the enteric fever of Europe the pulse may vary from ten to twenty, or even more, beats ^ per minute on successive days; while in India, provided the disease is uncomplicated, the pulse rate varies little from day to day. Failure of the impulse 21 [June, 1887. mid first sound of the heart about the end of the fi rst, or during the second week, is an important diagnostic sign. This rarely occurs in climatic fevers, except when there is an excessively high temperature ; but it is the rule iu enteric fever.
The respirations are often hurried from the very commencement ot the disease, even apart from lung complications.
Indeed, disturbance of the temperature and pulse-respiration ratio is a most important diagnostic sign. We often find that, while the temperature is perhaps 104? or more, and the respirations 20 to 25 per minute, the pulse is little above normal. Lung complications occur earlier, and are even more frequent than in temperate climates. In describing the enteric fever of Malta, Surgeon-General J. A. Marston, M.S., says:
" It follows that, in a doubtful fever case advanced to the twelfth or seventeenth day, the detection of sibilant or crepitant rales is strongly corroborative of the disease being typhoid fever." (Army Medical Report for 1861.) This statement also applies most forcibly to Indian enteric fever. In it lung complications may exist from the very commencement of the disease ; and it is sometimes difficult to decide whether a case is one of primary lung mischief, or of typhoid fever with lung complications. In cases of continued fever, which have lasted for twelve or fourteen days, and in which there is uot a single distinguishing symptom of enteric fever, the detection of lung complications is almost sufficient to justify a diagnosis of enteric fever. These complications may exist in any degree from a few scattered rales to extensive consolidation of both lungs. When they occur, the temperature increases, the breathing becomes shallow and rapid, and the patient drowsy and sometimes semi-comatose.
The gastro-intestinal symptoms of tropical enteric fever rarely present that uniformity, which is usual in temperate climates.
The appearance of the tongue is very variable. It may remain almost normal iu appearance throughout the attack; or, after a few days, it may become pathognomonic. >In some cases it remains pale and moist until convalescence sets in. Iu a fair proportion, it is thickly furred on the dorsum, red and irritable at the tip and edges, and its papillae are enlarged and prominent. In a laige proportion of cases of tropical enteric fever, the appearance of the tongue is characteristic.
? The red, clean, glazed-looking tongue, devoid of epithelium along the centre, with an inflamed-looking periphery, was almost pathognomonic of the disease." (Dr. J. A. Marston).
This appearance may exist from the commencement, but usually it supervenes about the end of the first week. In the. latter cases, the redness commences along the edges, and then rapidly extends to the whole tongue.
It becomes bright red in colour ; while the edges appear sore, and as if the epithelium had been rubbed off. When this appearance of the tongue becomes established, it lasts throughout the course of the disease ; and sometimes for weeks, or even months, after convalescence has set in. As the case advances, the tongue may become dry and fissured transversely, yet the bright red colour still coutinues. Sordes on the teeth are not so frequently seen as in temperate climates, and their formation is probably of graver import. I have seen fatal cases of tropical enteric fever, in which the tongue remained pale and moist, and sordes did not appear, until a few hours before death.
A certain degree of tympanitis is usually present; but it is rare to see the intense meteorism which is not uncommon in Europe.
The characters of the stools vary greatly in tropical enteric fever, and this is a frequent cause of errors in diagnosis. Medical officers on first arriving in India expect to find the classical " pea-soup " diarrhoea, and because it is absent they conclude that the disease is remittent fever. It is extremely rare, however, to see typical " pea-soup" diarrhoea in the tropics. I can only call to mind one case in which it occurred.
At least four different kinds of diarrhoea may occur in tropical enteric fever. In the majority of cases, the stools are of a bright yellowishorange colour, best described by the terms saffrou or mustard-coloured. These rarely, if ever, separate into two strata on standing. In other cases the stools are fluid and contain bile, the colour varying from a light unhealthy grassgreen to a dark slate-colour. Iu this dark fluid float small masses of a bright yellowish-orange colour, which vary in size from a small shot to a large bean. On standing these masses sink to the bottom, so that on a cursory examination, the whole appears to consist of a more or less dark coloured fluid. It ia only when the stools have been stirred up that the presence of these particles is detected.
Or, again, there may be dark coloured fluid stools, which, on standing, deposit a flue yellowish amorphous-looking sediment.
Any one of these forms of diarrhoea may be looked upon as typical of tropical enteric fever. In not a small proportion of cases the stools are bilious throughout the whole course of the disease, and never present any appearance at all suggestive of typhoid fever.
After the first week of the disease diarrhoea may cease, and constipation set in ; and the latter may then continue until convalescence is established. Constipation throughout the whole course of the disease is even rarer than in Europe, but still it may occur. When it exists, the motions are of a light saffron or mustard-colour. Pain, tenderness, and gurgling in the right iliac fossa are present in a large majority of cases, but their absence does not prove that the case is not enteric fevei'. Ischiorectalabscess occasionally occurs during the second week of enteric fever, and may then cause extensive sloughing of the surrounding tissues.
The spleen is always enlarged ; but this sign is of much less diaguostic value than in temperate climates, as of course it may be due to malaria.
Haemorrhage from the bowels is, I believe, much more frequent in tropical climates. It may be of two kinds.
In the smaller number of cases, it is bright scarlet in colour, and varies in amount from a few drops to a pint or more. In rare cases this form of haemorrhage may be so abundaut as to be the immediate cause of death.
In other and by far the more serious cases, the blood is dark coloured and tarry in appearance, and is passed in considerable quantities, I believe this form of htemorrhage only occurs in persons who are decidedly scorbutic, and who have served for some length of time in India. It always indicates marked depression of the vital powers. In fatal cases where it occurred, I have always found a peculiar punctiform congestion of the mucous membrane of the large intestine, especially of that of the descending colon and rectum. The hamiorrhage appeared to be due to general oozing from the mucous membrane of these parts. It is one of the gravest complications that can occur in enteric fever, but is not necessarily fatal. Its advent is frequently followed by coma, which rapidly ends in death.
The urine does not present any special characters.
Albuminuria is probably always present in cases where the latter form of hajmorrhage takes place from the bowels.
The following cases will illustrate the diffi- but there were no physical signs of lunc mischief.
He complained of intense pain in the lumbar region, and there was marked tenderness on pressure over the left kidney. No urine had been passed for twelve hours. The temperature was 105*4?, and the skin felt hot and pungent. Ice was applied to the head ; and he was ordered castor oil 5j, to be followed by diaphoretic mixture. Linseed meal poultices to be applied over the loins. June 9th.?Passed a very restless night, and was slightly delirious. About midnight the bowels were moved, and he passed a small amount of high coloured and very acid urine. Lumbar pain had subsided, but there was 110 improvement in the other symptoms. June 10th?There was marked hypostatic congestion of both lungs posteriorly, and the pulse had begun to fail. Bowels constipated. No abdominal pain or tenderness, and no signs of rash. Lungs intensely congested throughout; nou-crepitant, and of a deep blackish-slate colour posteriorly. All the other internal organs, especially the kidneys and brain, deeply congested. In the lower part of the ilium, there were about twenty typical typhoid ulcers.
Case II.?Pte. F. T. was transferred from the line of march to the Station Hopital, Cawnpore, on December 12th 1885. The medical officer with his regiment stated that he had been quite well up to December 9th^J when he had an ordinary attack of ague. This recurred on the two following evenings. When I saw him after admission he complained of severe headache ; the face was deeply flushed, and the expression dull and heavy. The bowels had acted during the day. The tongue was covered with a thin white fur. The temperature was 103?, and the skin was hot and dry. The respirations were hurried and shallow, and the respiratory sounds were very feeble over the bases of both lungs. There was also a rough systolic mitral murmur.
On the morning of 13th the temperature was [June, 1887. over the remainder of the pulmonary region.
Pulse rapid and dicrotous.
Face and eyes deeply suffused, and pupils greatly contracted. There was constant low muttering delirium, with paroxysms of delirium ferox. The tongue was pale in the centre, red at the tip and edges.
There was slight tenderness over the right iliac region, and the diarrhoea continued. When the stools were at rest, they appeared to consist only of a dark bilious fluid; but when moved about small bright yellowish-orange particles were seen at the bottom of the vessel. That evening the temperature fell to 99? without any apparent cause.
No htemorrhage from the bowels occurred.
The head and lung symptoms steadily increased, and he died comatose at 6-30 A. m. 011 December 20th.
Post-mortem.?Brain and its membranes intensely congested, lleceut lymph effused along the superior longitudinal sinus, and between the dura and pia mater in the neighbourhood. Heart weighed twelve ounces. Left ventricle hypertrophied. Mitral valve rigid, and contained three or four warty vegetations on its outer curtain. Lower lobes of both lungs hepatised. Remainder of lungs intensely congested. In the lower two feet of the ilium all Peyer's Patches and the solitary glands were enlarged and prominent. In some of the former ulceration was rapidly advancing. I might multiply examples of tropical enteric fever in which many, or all, the characteristic symptoms were absent.
The above, however, are sufficient to show the difficulties which often surround its diagnosis. In Case I, there was not a single symptom which would suggest enteric fever, and the case was supposed to be one of severe simple continued fever caused by exposure to the sun. In Case IT, the presence of pneumonia from the commencement of the attack, and the absence of marked symptoms of enteric fever, obscured the diagnosis.
There was diarrhoea; but the motions were entirely bilious, except 011 the occasion noted, when yellowish-orange particles were detected. Although these excited strong suspicion, their presence alone was not considered sufficient to justify a diagnosis of enteric fever. These cases show how entirely the symptoms of enteric fever may be masked by the effects of a tropical climate.
In probably the majority of cases the symptoms are well-marked and distinctive. In the ?remainder many, or all* the distinguishing symptoms are absent.
In America, the latter cases are returned as typho-malarial fever. In India, as the rules of the Army Medical Service rightly prohibit the' use of this term, a large proportion of these cases are returned as remittent fever. It cannot be doubted, however, that they are :genuine cases of enteric fever.
The question is " How are we to recognize these modified cases ?"
We must not expect to find the classical " pea-soup " diarrhoea in tropical enteric fever.
Bilious diarrhoea, when attended by a remittent temperature, a tongue that is foul on the dorsum and irritable at the edges, gurgling and tenderness in the right iliac region, and tympanitis however slight, may be looked upon as pathognomonic of enteric fever. The dusky face and dull, heavy, leaden expression, which usually exist from the very commencement, are always suggestive of the disease. Lung complications and failure of the impulse and first sound of the heart, occurring towards the end of the first, or during the second week point strongly to enteric fever.
The scarlet, raw-looking pointed tongue, and the fluid bilious stools con tain ingy el lowish orange particles, or a fine yellowish amorphous-looking sediment, are pathognomonic of the disease.
The duration of the disease is of great assistance in the diagnosis. I believe continued climatic fevers always terminate about the ninth day ; certainly before the twelfth day. When a fever with remittent temperature continues beyond the twelfth day, no matter how indefinite the symptoms are, it is almost certainly enteric fever. If in such a case there is, or has been, diarrhoea, no matter what the characters of the stools, there can be no doubt about the diagnosis. Relapses always points to enteric fever. In India we should adopt the rule to suspect every case of continued fever to be enteric until we can prove that it is not so. Before concluding, I would again draw attention to the great value of the digestive ferments in the treatment of enteric fever.
The opinion is rapidly gaining ground that the poison of enteric fever is local in its action, and that the constitutional symptoms are due to the intestinal lesion. We certainly know that anything which causes intestinal irritatiou prolongs the disease and increases its severity. The digestive ferments act by increasing assimilation ; and by preventing any particles of undigested food entering, and undergoing fermentation in, the intestines. By their use from the commencement, therefore, diarrhoea is checked, the patient's strength is supported, the occurrencejof complications is greatly diminished, the necessity for stimulants is avoided, and the duration of the fever is often limited to fourteen days. Until convalescence commences, it is best to restrict the diet to milk, from three to four pints being given in twenty-four hours.
An equal part of 'this may be given every third hour. .Before it is given, five grains of pepsine or pancreatine should be added to it; and the temperature should then be raised to 100?, and kept at this point for half an hour.
